The most commonly used long-term reversible female contraception is intrauterine contraceptive device (IUCD). Its use is however associated with documented complications. Uterine perforation, though rare, is arguably the most surgically important of all these complications. We report a case of a 48-year-old para 4 +0 (4 alive) woman who had IUCD insertion 17 years earlier and had forgotten she had the device having had two children thereafter. The IUCD was subsequently translocated through the dome of the bladder into the peritoneal cavity with calculus formation around the tail and thread of the IUCD in the urinary bladder causing recurrent urinary tract infection. This "Collar Stud" effect made either cystoscopic or laparoscopic retrieval alone unsuccessful necessitating a combined approach. This case report highlights the need for a combined laparoscopic and cystoscopic approach in the retrieval of the unusual presentation of translocated IUCD.
insertion. The third and fourth deliveries occurred at 3 and 6 years respectively after she had IUCD insertion. Her last delivery was 18 years before presentation. Since the onset of symptom, she had been treated severally for urinary tract infection following repeated microscopy culture and sensitivity testing of her urine at the referring hospital, which grew Escherichia coli and Proteus mirabilis. There were no comorbidities or significant social history. General and systemic/regional examination findings were essentially normal. Baseline complete blood count, urea, and creatinine were within normal limits. Abdominopelvic computerized axial tomographic scan showed an IUCD at the dome of the urinary bladder with a portion of it in the perivesical space adjacent to the sigmoid colon and the remaining portion being intrOductiOn I ntrauterine contraceptive devices (IUCDs) are the most commonly used long-acting reversible contraception worldwide.
[1] Uterine perforation is an uncommon but feared complication of IUCD with estimated rate of less than 0.1%. [2] The fate of the IUCD after perforation of the uterine wall varies. Migration through the urinary tract following uterine perforation is a rarer occurrence. We report a case of forgotten IUCD that migrated through the dome of the bladder into the peritoneal cavity with stone formation around the vertical limb and thread of the IUCD in the bladder.
case repOrt
A 48-year-old woman, 2-year postmenopausal presented at the Fortis Hospital, Bengaluru, India in February 2016 with a complaint of severe dysuria of 1-year duration with neither hematuria nor lower urinary tract symptoms. There was neither abdominal pain nor any symptom referable to other systems. She had four children through spontaneous vaginal delivery; two of them were after the IUCD Figures 1 and 2 ]. These findings prompted her to remember that she had IUCD inserted 17 years earlier (4 months after her second delivery). A diagnosis of forgotten, translocated IUCD was made. She had combined laparoscopy and cystoscopy done. Laparoscopy showed omental adhesion to an intraperitoneal IUCD above the dome of the urinary bladder adjacent to the sigmoid colon with difficulty in pulling out the IUCD due to the intravesical calculus attachment [ Figure 3 ]. Cystoscopy showed an intravesical calculus formed around the distal aspect of the vertical limb and the thread of IUCD [ Figure 4 ]. Intracorporeal pneumatic cystolithotripsy was done, only then was the IUCD retrievable through the 10mm laparoscopic port. The point of urinary leakage from the bladder into the peritoneal cavity after removal of the IUCD was closed using vicryl suture [ Figure 3 ]. She was discharged home on the 2 nd postoperative day with an uneventful postoperative period.
discussiOn
Despite its wide acceptability and usage, IUCD is associated with documented complications. Some of these complications include upper genital infection and consequent infertility, pelvic inflammatory disease, uterine perforation and subsequent translocation leading to bowel perforation/obstruction, vesical calculus formation, and vesicouterine fistula. [3] [4] [5] [6] Translocation following uterine perforation is perhaps the most surgically important complication.
The possible mechanism of translocation includes initial uterine perforation and complete translocation of the device into the peritoneal cavity, followed by vesical perforation and partial translocation (vertical limb/string only) into the bladder with resultant crust and calculus formation. Alternatively, there is also the possibility of direct utero-vesical perforation and complete translocation of the device into the urinary bladder, followed by vesical perforation and partial translocation of the horizontal limb of the device into the peritoneal cavity. In this index case, complete peritoneal translocation would have been prevented by the encrustation and calculus formation on the vertical limb of the device.
A review of 75 patients with uterine perforation from IUCD over a 13-year period by Kaislasuo et al. [7] in Finland showed that majority present with abnormal bleeding and/or abdominal pain following uterine perforation whereas, others may remain asymptomatic. In asymptomatic patients, uterine perforation is usually suspected following the occurrence of pregnancy, inability to palpate the string of the device, or inability to pull out the device. The factors associated with uterine perforation include early postpartum insertion; lactation and poor insertion techniques. [8] Poor insertion technique is probably the cause in this patient. She had even forgotten that she was carrying the device. Following uterine perforation, greater percentage of IUCD translocated into the peritoneal cavity is usually contained by the omentum such that intraperitoneal visceral injury rarely occurs. [2, 9] This is corroborated by the findings of our case report where the omentum had walled off the IUCD.
Localization of migrated device is usually done by vaginal ultrasonography, abdominopelvic X-ray, hysteroscopy, and curettage. [10] The index patient did abdominopelvic computed tomography scan to determine the possible differential diagnosis since the patient did not initially give the history of IUCD insertion.
Early reports on the laparoscopically assisted IUCD retrieval showed that visualizing and locating the IUCD embedded in the omentum was usually difficult or challenging due to difficulty in visualizing the IUCD. [2, 9] Nevertheless, advancement in not only the skills but also instrumentation, lightning and imaging has made laparoscopically-assisted retrieval of intraperitoneal translocated IUCD possible.
Most translocated IUCD are usually successfully retrieved laparoscopically or cystoscopically if translocated into the urinary bladder. A combined approach may rarely be required as in the index patient due to the "collar stud" effect created by the horizontal limb of the T-shaped IUCD in the peritoneal cavity and the calculus formation on the vertical limb and thread of the IUCD within the urinary bladder. This effect made the retrieval of the IUCD difficult using either of these approaches alone.
cOnclusiOn
IUCD can perforate the uterus and get translocated long after it has been inserted with or without any of the previously identified predisposing factors. It can perforate the bladder to enter the peritoneal cavity with its tail getting trapped in the bladder by encrustation and calculus formation. Combined cystoscopy and laparoscopy may be required for retrieval in this unusual scenario.
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